regularly to Jamaica for the last 20 years, presented in 1975 with gradual onset of low back pain (L5) which was constant with occasional radiation to the right knee. Examination and investigation revealed no abnormality in any system and X-ray of the lumbar spine was normal. Seven years later, still with pain in her lower lumbar region, she developed a large swelling over the right lumbar triangle. She was subsequently diagnosed as having a cold abscess secondary to tuberculosis of the fifth lumbar vertebra which was shown to be partially destroyed on X-ray. Her chest film was normal. There was no relevant past medical history.
The abscess was drained and L5 was biopsied via an extraperitoneal approach. She then commenced antituberculous chemotherapy consisting of a daily dose of ethambutol 1.2 g, rifampicin 600 mg, isoniazid 300 mg, and pyridoxine 20 mg.
The patient was discharged with a neofract jacket for relief of muscle spasm.
Discussion
In England and Wales the incidence of tuberculosis has fallen from 13000 in 1966 to 7500 in 1981. There are now approximately 120 new cases of tuberculosis of the spine in England and Wales each year; this represents about 1% of all cases of tuberculosis (Davies et al. 1980 ). These cases are usually found in the immigrant population or amongst those in extremes of social deprivation, particularly single men over the age of 55 years (Davies et al. 1980 ). The ratio comparing each ethnic group with the indigenous population is 38: 1 for Asians, 22: 1 for Arabs, 13: 1 for Africans, 11: I for Chinese and 3: 1 for West Indians (OPCS 1979) .
Tuberculosis of the spine is almost invariably a combination of tuberculous arthritis and osteomyelitis. The disease usually spreads to adjacent vertebrae beneath the anterior longitudinal ligament and also via the blood vessels of the spine. As infection spreads and bone is destroyed, the trunk is shortened by vertebral collapse and interference with growth centres in children. The anterior part of the vertebral body is more commonly involved, producing gibbus formation and kyphosis. Muscle spasm and pain are early symptoms. Later there is deformity, pressure on the spinal nerves and spread of infection to form cold abscesses. The latter are slowly developing necrotizing abscesses that result from tuberculous channels emerging from bone or joint. They dissect along fascial planes to point most commonly in the lumbar triangle ( Figure 1 ), as in this case, or as a psoas abscess on the medial aspect of the thigh.
The masses that are produced by these abscesses are usually large, fluctuant, subcutaneous swellings that may persist for a long time. They may rupture spontaneously to form a chronic discharging sinus. Perispinal abscesses are common in this disease, and were found in 75% of patients in one series (Konstam & Blesovsky 1962) .
The pattern of the disease is different in adults and children. Tuberculosis of the spine has a preponderance for the prepubertal child and most have associated intrathoracic disease. Two vertebrae are usually affected but the vertebral level in adults is usually lower thoracic whereas in children it is more variable. In its most extreme form the disease may present as paraplegia.
'Case presented to the Clinical Section, 10 December Figure 1 Otherwise chronic backache or a subcutaneous swelling causes the patient to seek medical attention. In two series 27% of patients had some degree of paraplegia at the time of presentation (Konstam & Blesovsky 1962 , Moula et al. 1981 ).
There are various theories as to the cause of the paraplegia. These include spinal vessel thrombosis, gibbus formation secondary to destruction of the anterior part of the vertebral body, sequestra and debris compressing the cord and pressure on the cord from perispinal abscess. Konstam & Blesovsky (1962) established that there is no relationship between the angle of kyphosis and symptoms. They found that the paraplegia improved with the disappearance of perispinal abscesses in spite of the gibbus remaining.
Treatment ranges from radical excision of diseased vertebrae with bone grafting, to conservative treatment with chemotherapy only. Konstam & Blesovsky (1962) reserved surgery for 33 out of 207 patients. These were paraplegics who had not responded to chemotherapy after three months and had no abscesses, or who failed to improve after having had their abscesses drained. They recognized that chemotherapy alone caused the abscesses to resolve and the necrotic debris to be reabsorbed, but drainage of the abscess hastened both recovery and mobility.
These results are similar to those of Chahal & Jyoti (1980) who followed an aggressive surgical approach (Table 1) . Moula et al. (1981) reported that in a randomized trial of paraplegic patients, chemotherapy alone produced 68% complete and 19% partial neurological recovery; 13% failed to improve. By contrast, in the group treated with surgery and chemotherapy, only 38% had complete recovery, 31% had partial recovery and 31 % had none. The mortality rate was four times higher in the surgical group. Others report mortality rates from 8% to 38% with surgery (Hodgson et al. 1964 , Medical Research Council 1974 , 1976 .
Most patients respond to conservative medical treatment, and radical surgeryespecially in centres with scanty resourcesis neither without Iron overload is associated with significant morbidity and mortality. The increased total body iron results from iron absorption inappropriate to the level of body iron stores. The excessive iron is deposited in the parenchymal cells and results in functional insufficiency of the organs involved, mainly liver, pancreas, heart and pituitary. There is considerable disagreement whether excessive intake of oral iron for medicinal purposes can result in haemochromatosis. We report a 70-year-old woman with haemochromatosis who was on unsupervised oral iron for twenty years. 'Accepted 11 April 1984 0141-0768/84/080690-03/$O01.00/0
